No. 300
10.48

-
@.

FILED- APR

27 1353

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

~ REG. DIST. NO. %PRIHMY REG. DIST. mm Registrar'sa No, .- ....Q..z...........

138'?0 i}

State File No........

Retired Driver

Trucking

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institotion: resiience befors
a, COUNTY o a. STATE Mi ssouri b. COUNTY Greene ndm—iom
b. CD].II;Y {I outcids corpurats limits, write RURAL and gve grAI;(ENGTH OF ¢. CITY (If cutside corporate Liita, writa RURAL and give uum.ug)Jj ?é
. wnahip} {in this place)
TOWN Spnnghﬂd fommene TOWN Spri ng fi el d
d. FH!‘SLPT'?AT_EOORF {If not in howpftal or institution, Kirve stroot address o location) ADDRES
werorion  Chy Hospital 1314 West Walnut S treet
3. NAME OF . (Flrst b. (Middie ¢, (Lost)
DECEASED e (Flnt) 4 | 4. DATE (Month)  (Day)  (Year)
(Typeor i) J OSFP H LEVI JOHNSON peath April 22, 1953
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yearm| ©F UNDER 1 YEAR | F UNDER 1 ups.
N V{ OWED DIVDRCED {Bpecify) . . last birthday) Manthll Days | Hourn | Mia.
Male [ Py dowed April 1, 1878 75 |
10a. USUAL OCCUPATION (Giwekindof work { 10b. KIND OF BUSINESS OR IN- 1 11. BIRTHPLACE (Stata or forelgn couutey) 12. CITIZEN OF WHAT
done during most of working lile. even if retired) DUSTRY COUNTRY?

a

Richmond, Virginia

13a. FATHER'S NAME

Samuel H. Johnson

13b. MOTHER'S MAIDEN

Margaret Biner

NAME 4. NAME OF HUSBMD_OR WIFE
Anna Mae Johnson (Deceass

line for {8}, (b}, and (¢}

*This doer not mean
ihe mode of dying, tuch
az heart fallure, asthenia,
ete. It means the dis-
care, injury, or compli

ANTECEDENT CAUSES

Morbid conditions, if any, giving
rise to the above cause (o) staling
the underlying cause last,

15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT 5 Si1GNATURE OR NAME ADDRESS
{Yes, 6o, or unknown} | (I yea, l:im'lr ot dates of service) NO. . .
No o Inknown Mrs, J, B, Stone Snrinefleld.Mo.
18. CAUSE OF DEATH MEDICAL CERTIFI 10N J INTERVAL BETWEEN
1. DISEASE OR CONDITION / ONSET AND DEATH
 Eater only oneeaussper | 1y pECTLY LEADING TO DEATH® (g e /R S7 S Locd s/ &

DUETO(b_[/M” & M,//
DUE TO (c) 7/ / MJ /&/ﬂ/h- 24 -

tion which caused death.

11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition causing death.

-

18a. DATE OF CPERA-
TION

19b. MAJOR FINDINGS OF OPERATICN

Rt LF- 4// e

/540}

2th. PLACEOF INJURY (ax..!nor 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICH home, farm. factory, stroet, offics bidy.,é10) N .
HOMICIDE
2ta. TIME . (Month) (Day) (Year) {(Hoor} 21, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. ) WHILEAT NOT WHILE .
INJURY = | T woRK AT WORK

2. [ hereby ceriify that 1 attended the deceased from & =" =
ety 5 Lt %

and that geath occurred at

Iﬂ o , 19 that I last saw the deceased

m., from the causes and on the date stated above.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

A

(Degree or tlﬂ30

T Ll i

' 23c. DATE SIGNED

2o, ADDRESS . .
. Rg;sz-mnq{v.eld, Mo, 7 FXCR |

24b. DATE #

-~

/|

Green La

24;. NAME OF CEMETERY OR CREMATORY .

24d. LOCATION (Clty, town, or county) (State)

A38uri 2 4f /195 Cemetery | Sprinsfield, . Missouri
DATE REC'D BY LOCAL REG[STRARSSlGNATURE eput, 2. FUNERAL DIﬂEC'I'OI 5 SIGIATURE - ‘ADDRE S8
4/22/53 = szzz Gl s 2 epig {IHLAYRE GOODWIN FUN'L SERVICE, Spgfld,

(licensed Embelmer’s Statement on Reverse Side)

Mo.,



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, Or by ooocovrncen,

Student Embaimer No.

working under my personal supervision,

Student ................é';;.l. .............. Signed..........c.. e ;
Student almar /
i almer No 4..5.9 4

P. 0. Address_opringfield, Missour

Note: The above MUST ‘BE SIONEQLBY THE: LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be 50 stated above,




